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complete clinical recovery, although the treatment was complicated by weight gain, skin strim and bone decalcification. The dose was reduced to 4 mg daily within six weeks and stopped after about sixteen months. She then remained well for nearly two years. Third admission (July 1962) : Readmitted with a relapse, one month after another poliomyelitis inoculation. The physical findings were unchanged. The anti-streptolysin titre was now 480 units. Diarrhoea and vomiting occurred at one stage without obvious cause. There was a good response to prednisolone, 30 mg daily, and she has been discharged on a maintenance dose of prednisolone and penicillin. It is proposed to try and wean her from the prednisolone over the next year. This case is presented as recurrent seasonal erythema nodosum of obscure etiology, which is partly controlled by corticosteroid therapy.
Recurrent Erythema Nodosum

Use of the Colon in (Esophageal Bypass or Reconstruction (Two Cases) I H Hanan FRcs (for N C Tanner MD FRcs)
Carcinoma of the middle third of the aesophagus presents many problems in treatment because of the early invasion of adjacent vital structures, and consequent low resection rate, and of the risks in re-establishing continuity of the gullet following resection. The response to radiotherapy is undoubted but is not quite as satisfactory as in lesions of the upper third (Smithers 1957). Many forms of reconstruction have been attempted. Long Roux loops of jejunum have been used although difficulty may be experienced with their blood supply, or the stomach may be mobilized and drawn up to anastomose to the aesophageal remnant. Nakayama (1961) of Japan has reintroduced the technique of multiple stage resections and this has lowered his mortality from resection considerably. The following two cases are examples of a different form of staged resection using the colon for esophageal replacement as a first stage. Although the colon is rather bulky it has the advantage that a considerable length may be obtained.
Case 1 E C, male, aged 54 years In April 1962 he presented with a neoplastic stricture ofthecesophagus at 24cm. Biopsy showed a well differentiated squamous cell carcinoma. On 24.5.62 Mr N C Tanner performed a presternal, subcutaneous bypass using the right colon, swung up on the middle colic artery, having first performed a radical gland clearance about the coeliac axis and paracardial region. The cervical cesophagus was exposed and divided in the neck and the distal end was ligated and allowed to fall back into the mediastinum. The c$ecum was anastomosed to the proximal end and the ileal stump was brought out into the neck as a fistula and used for decompression and tube feeding; the transverse colon was anastomosed to the stomach. This operation was followed by a course of deep X-ray therapy from the Telecobalt Unit at Charing Cross Hospital by Dr D O'Connell. On 7.10.62, nine weeks after completion of radiotherapy, aesophagectomy was performed through a right thoracotomy incision. It was noted that the involved cesophagus and mediastinum were extensively scarred, but this was fibrous rather than neoplastic tissue. Histology of the excised cesophagus showed no obvious neoplastic cells in the cesophagus or surrounding tissue. On 18.2.63, following stenosis of the upper anastomosis, a plastic enlargement of the colo-asophageal anastomosis was performed and he is now swallowing very well.
